(STFM) came together to draft and endorse a set of Joint Principles for Integrating Behavioral Health Care into the Patient-Centered Medical Home. 3 This in no way supplants the original Joint Principles document, but instead stands as a codicil that elaborates a rarely followed principle implied in the original document.
This draft was forwarded to the signers of the original Joint Principles document-the American Academy of Pediatrics (AAP), the American Osteopathic Association (AOA), and the American College of Physicians (ACP)-for comments and endorsement. Two of these 3 organizations-the AOA and the AAP-negotiated a few editorial changes and then endorsed the new Joint Principles presented here. In addition, the Collaborative Family Healthcare Association (CFHA) and the American Psychological Association (APA) have tendered endorsements.
Integrated behavioral health care is a core principle of the PCMH. This document establishes the primacy of that principle.
Introduction
The Patient-centered Medical Home (PCMH) is an innovative, improved, and evolving approach to providing primary care that has gained broad acceptance in the United States. The Joint Principles of the PCMH, formulated and endorsed in February 2007, are sound and describe the ideal toward which we aspire. However, there is an element running implicitly through these joint principles that is difficult to achieve yet indispensable to the success of the entire PCMH concept. The incorporation of behavioral health care* has not always been included as practices transform to accommodate to the PCMH ideals. This is an alarming development because the PCMH will be incomplete and ineffective without the full incorporation of this element, and retrofitting will be much more difficult than prospectively integrating into the original design of the PCMH.
Therefore we offer a complementary set of joint principles that recognizes the centrality of behavioral health care as part of the PCMH. This document follows the order and language of the original joint principles while emphasizing what needs to be addressed to insure incorporation of the essential behavioral elements. It is intended to supplement and not replace the 
Principles
Personal physician. Every patient in the PCMH has a personal physician who knows the patient's situation and biography and who is committed to the wellbeing of each patient, accepting responsibility for appropriate care.
Physician directed medical practice. The physician's practice will generally be the physical location of the PCMH, and this practice will rely on a team of health care professionals who will act together to integrate the physical, mental, emotional, and social aspects of the patient's health care needs. This may be done onsite by the practice-based team or by making use of connected behavioral health specialists in the medical home's neighborhood. The physician operates best through a facilitative leadership style involving shared responsibility, seamless teamwork, honoring the unique abilities of each team member, and enabling members of the health care team to work to their full potential.
Whole person orientation. The original Joint Principles state, "The personal physician is responsible for providing for all the patient's healthcare needs…." Science has rendered untenable the artificial division of people into parts, particularly mental and physical parts. Given that over one-half of primary care patients have a mental or behavioral diagnosis or symptoms that are significantly disabling, given that every medical problem has a psychosocial dimension, given that most personal care plans require substantial health behavior change-a PCMH would be incomplete without behavioral health care fully incorporated into its fabric. A whole person orientation simply cannot be imagined without including the behavioral together with the physical.
Care is coordinated or integrated across all elements of the complex health care system. Perhaps the single factor that most seriously harms the quality and integrity of our health care system is fragmentation. Fragmentation is the problem this particular principle addresses, since the most serious fracture in our health care system, the most fully institutionalized separation of elements of care, is the separation of behavioral health care from primary care. Carved out funding streams, behavioral health organizations (BHOs), separate medical records, different rules of confidentiality, different traditions of training, different practice cultures, and other factors have conspired to maintain this fragmentation. Health care must be coordinated and integrated via shared registries, shared medical records, (especially shared problem and medication lists), shared decision-making, shared revenue streams, and shared responsibility for the patient's care plan. The real and perceived barriers to communication among health care professionals must be clarified and addressed in a way that makes regular sharing of information for purposes of better care the rule rather than the exception.
Quality and safety are hallmarks of the medical home.
• The partnership around the care planning process between the physician, the patient, and the patient's family must include behavioral health clinicians. • Information technology, particularly electronic health records, with appropriate security, privacy and confidentiality protections, must incorporate the behavioral health provider's notes, mental health screening and case finding tools, and the tracking of behavioral health outcomes.
• The voluntary recognition process must include demonstration that attention to behavioral health care issues are incorporated into the medical home model. Enhanced access includes access for patients, families, and physicians to behavioral health care resources through systems of collaboration, shared problem solving, flexible team leadership, and enhanced communication.
Sites that have integrated behavioral health providers should consider open access clinics for behavioral health care, behavioral health and substance use. The medical home's "neighborhood" must contain culturally effective behavioral health care professionals who are accessible physically, telephonically, and electronically, in synchronous and asynchronous arrangements, to integrate as easily and as completely as possible the care for the patient at the right time and in the right location. Physical integration of a behavioral health professional into the PCMH is a particularly attractive strategy for improving both access and coordination, making possible warm handoffs at the moment patients or families are ready. This reduces stigma, improves adherence, and augments access to support groups, parenting programs, and other medical neighborhood services.
Payment appropriately recognizes the added value of behavioral health care as part of the PCMH, and of the behavioral health clinicians as members of the team. It is in the best interest of patients, families, employers, and payers to improve and sustain the mental health of patients by paying for behavioral health care in the PCMH and paying for effective collaboration between primary care clinicians and behavioral health clinicians.
Funding streams must not be diverted from the provision of behavioral health care, but should be pooled and applied flexibly such that fragmented care ends. Payments should not separate primary care behavioral health payment from primary care medical payments. Models for such payment may be a per-member per-month primary care capitation that includes funding for integrated behavioral health. Payment should be based on:
• 
